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Abstract
Parenting practices and parent-child relationships affect adolescent adjustment. This study 
examined the efficacy of a self-directed parenting intervention for 51 parents of early 
adolescents (aged 12-14 years), who reported experiencing difficulties with their adolescent’s 
behaviour. Two levels of intensity of a self-directed intervention (self-directed alone and self-
directed plus brief therapist telephone consultations) were compared with a waitlist control 
group. At post-intervention, parents in the enhanced condition reported significantly fewer 
adolescent behavioural problems and less use of over-reactive parenting strategies than parents 
in either the standard or waitlist conditions. Improvements were maintained at 3-month follow-
up. This research suggests that a self-directed behavioural family intervention with minimal 
therapist contact may be an effective early intervention for adolescent problems. It has 
implications for providing minimally sufficient interventions for parents using a multilevel 
approach to intervention as well as for making interventions more accessible for families.
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Introduction 
The capacity of parents to adapt their parenting 
practices to the changing needs of their children 
affects adolescent adjustment. The single most 
consistent predictor of adolescent mental health 
and well-being is the quality of the relationship 
adolescents have with their parents (Resnick, 
Bearman, Blum et al., 1997; Spoth, Redmond & 
Shin, 2001). Adolescence is a time of dramatic 
physical, cognitive, emotional and social change 
which is often associated with increased negative 
affect in teenagers (Larson & Asmussen, 1991; 
Larson, Csikszentmihalyi & Graef, 1980). While 
teenagers welcome a reduction in restrictions 
and increased freedom, parents can find it 
challenging to parent in ways that continue to 
promote their teenager’s development during this 
transitional period. Steinberg and Silk (2002) 
argue that parents of early adolescents need 
access to accurate information about normal 
adolescent development, how to assess a healthy 
trajectory, how to facilitate healthy adolescent 
development, and how to access assistance when 
needed.  
The rationale for preventative or early 
intervention when there are concerns about 
adolescent behaviour includes: 1) the onset and 
progress of mental health disorders can be 
insidious with no clear delineation between 
asymptomatic and symptomatic individuals 
causing impairment in functioning before 
meeting diagnostic criteria (WHO, 2002); 2) 
behavioural and emotional difficulties during 
adolescence may put the adolescent at risk for 
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harm and have long-term negative consequences 
(Forehand & Long, 1991; Pelkonen & 
Marttunen, 2003); 3) internalising and 
externalising problems have enormous costs to 
the community in terms of health care 
expenditure and lost productivity (Knapp, 
McCrone, Fombonne et al., 2002); and 4) there 
are inadequate resources for adolescents with 
mental health problems, with one survey finding 
that only 29% of Australian children and 
adolescents with mental health problems access 
services (Sawyer, Arney, Baghurst et al., 2001).  
There is a wealth of research to support parent 
training as an effective intervention for reducing 
problems during early and later adolescence and 
enhancing parenting skills (Adams, 2001; 
Capaldi & Patterson, 1991; Dishion & 
Kavanagh, 2003; Henggeler, 1998; Spoth et al., 
2001). Despite this, traditional parent training 
groups have several disadvantages: 1) they are 
relatively costly; 2) programs are administered 
face-to-face and trained therapists are required to 
implement programs, often leading to a greater 
demand for services than is available; and 3) 
there is frequently high attrition. In addition, 
services are often inaccessible to families in rural 
and remote areas, those who work full-time or do 
shift-work, and parents who cannot attend 
programs because inadequate childcare or 
transport make it difficult to attend face-to-face 
counselling.  
Self-directed programs offer a low-cost, flexible 
alternative to individual or group parenting 
intervention programs. They also provide a way 
for parents to obtain information and avoid the 
social stigma of being seen as an inadequate 
parent (Smith, Vartanian, DeFrates Densch et al., 
2003). Several randomised controlled trials have 
investigated the efficacy of self-directed 
parenting interventions in improving both child 
functioning and parenting practices (Connell, 
Sanders & Markie-Dadds, 1997; Markie-Dadds 
& Sanders, 2006; Sanders, Markie Dadds, Tully 
& Bor, 2000; Webster-Stratton, Kolpacoff & 
Hollinsworth, 1988). The results suggest a tiered 
intervention effect with self-directed 
interventions being significantly more effective 
than no intervention, but less effective than 
therapist led interventions in reducing problem 
behaviour in children and improving parenting 
practices, making them an ideal early 
intervention for parents experiencing sub-clinical 
problems with child behaviour. 
Few studies have investigated the effectiveness 
of self-help interventions with parents of 
adolescents and the findings have been mixed. 
Bauman, Foshee, Ennett et al. (2001) found that 
a self-directed intervention with minimal 
telephone support was useful in reducing the 
prevalence of smoking and alcohol use by 
adolescents. In contrast, Dishion and Andrews 
(1995) found that a self-directed intervention did 
not differ from the control group in reducing the 
escalation of problem behaviours among high-
risk young adolescents. A possible limitation of 
self-directed programs is that they tend to have 
higher attrition rates than individual or group 
programs and participation rates appear to be 
substantially lower for parents of adolescents 
(e.g., Bauman, Ennett, Foshee et al., 2001; 
Dishion & Andrews, 1995).  
The current study is one in a series of studies 
(e.g., Ralph & Sanders, 2003) to establish the 
evidence base of Teen Triple P – Positive 
Parenting Program, a broad-based behavioural 
family intervention designed to provide parents 
with strategies to enable them to continue 
promoting their teenager’s development whilst 
managing the emotions and increased needs for 
freedom of adolescents. By using a multi-modal 
intervention approach, incorporating written, 
video and telephone consultations, the aim of the 
study was to determine the efficacy of a 
completely self-directed intervention, compared 
to a self-directed intervention with minimal 
therapist support.  
This research will extend the literature on the 
efficacy of early interventions for parents of 
young adolescents. This study aimed to examine 
the effects of varying levels of intensity 
(standard – self-administered intervention alone, 
or enhanced – with the addition of telephone 
consultations) of a self-directed intervention 
compared with a waitlist control group. It was 
predicted that both interventions would be 
effective with parents of teenagers as measured 
by parent-report measures of: a) adolescent 
problem behaviour; b) dysfunctional parenting; 
and c) parental adjustment, as measured by 
depression, anxiety and stress symptoms, and 
that these effects would be clinically significant. 
It was further predicted that brief telephone 
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assistance would enhance outcomes, with the 
enhanced condition demonstrating greater 
improvement. It was anticipated that positive 
effects would be maintained at follow-up. 
Finally, it was predicted that parents in the 
enhanced condition would derive greater 




Participants were 51 Queensland families with a 
child in Grades 7 or 8, ages ranging from 11 to 
14 years (median = 12). Parents responded to a 
state-wide community outreach campaign that 
included newspaper stories, flyers and newsletter 
notices sent home by schools, and radio 
announcements. To be eligible, parents had to 
meet the following criteria: a) the target child in 
Grade 7 or 8; b) parents reported that they were 
concerned about their child’s behaviour in 
response to a specific question; c) the child did 
not have a developmental disorder or significant 
health impairment; d) the child was not currently 
receiving psychiatric or psychological treatment 
for a behavioural problem; and e) parents 




Strengths and Difficulties Questionnaire 
Extended Version (SDQ: Goodman, 1999). The 
SDQ assesses both a child’s strengths and 
difficulties in functioning. It is a standardised 
25-item questionnaire that produces three 
primary scores: total difficulties, impact, and 
burden. The total score reflects the extent of 
behaviours a child is demonstrating across four 
domains: emotional, hyperactivity, conduct, and 
peer problems. The impact score assesses the 
perceived level of impact the difficulties are 
having on the child’s functioning across five 
domains and the burden score assesses the 
burden the difficulties have on the child’s 
family. The total difficulties score has adequate 
internal reliability for this sample ( = .75) and 
test-retest reliability (r = .85) (Goodman & Scott, 
1999).  
Parenting Scale – Adolescent version (PSA: 
Irvine, Biglan, Smolkowski & Ary, 1999). The 
PSA is a 13-item questionnaire that measures 
dysfunctional discipline styles of parents of 
adolescents. The PSA has good internal 
consistency for this sample on the Laxness ( = 
.78), and Over-reactivity ( = .83) scales, and 
has good test-retest reliability (r = .82, and .82, 
respectively) (Irvine et al., 1999). The scale has 
been found to discriminate between parents of 
clinic and non-clinic children.  
Depression Anxiety Stress Scales-21 (DASS-21: 
S.H. Lovibond & P.F. Lovibond, 1995). The 
DASS-21 is a 21-item questionnaire that 
assesses symptoms of depression, anxiety, and 
stress in adults. With this sample, the scale has 
high internal consistency for the Depression ( = 
.94), and Stress ( = .88) scales, adequate for 
Anxiety ( = .73) and good discriminant and 
concurrent validity (P.F. Lovibond & S.H. 
Lovibond, 1995; S.H. Lovibond & P.F. 
Lovibond, 1995).  
Client Satisfaction Questionnaire (CSQ: Sanders 
et al., 2000). The CSQ assesses the quality of 
service provided; how well the program met the 
parent’s needs, increased the parent’s skills, and 
resulted in a reduction of problem behaviour; 
and whether the parent would recommend the 
program to others. The measure derived is a 
composite score of program satisfaction ratings 
for 13 questions each rated on a 7-point scale 
with 7 being positive. It has excellent internal 
consistency with this sample ( = .96). 
Adolescent report 
The Conflict Behavior Questionnaire (CBQ–A; 
Robin & Foster, 1989). The adolescent version 
of the Conflict Behavior Questionnaire is a 
measure of adolescents’ perceived 
communication and conflict with their parents. 
The CBQ-A consists of 20 statements to which 
adolescents indicate whether the statement is 
true or false for them. These items are designed 
to measure two potential sources of problems 
that may occur in adolescent-parent relationships 
(Prinz, Foster, Kent & O’Leary, 1979). It has 
good internal consistency for this sample ( = 
.87).  
Procedure
Parents were screened on inclusion and 
exclusion criteria with a standardised telephone 
interview lasting about 10 minutes. After 
returning pre-assessment questionnaires, parents 
were randomly assigned to one of the three 
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conditions: enhanced, standard, or waitlist 
control. Randomisation was implemented using 
a list of computer generated random numbers, 
and families were assigned sequentially to 
condition according to the list. At pre- and post-
intervention and 3-month follow-up, parents in 
the standard and enhanced conditions and their 
adolescent completed the self-report measures. 
Parents in the waitlist control condition 
completed the self-report measures initially, and 
again 10 weeks later prior to receiving treatment. 
Consequently, they did not participate in follow-
up data collection. The target child in a single 
parent household did not complete the measure 
relating to their relationship with their absent 
parent. The protocol was approved by the 
relevant institutional ethics review committee. 
Treatment
Standard condition. Participants in the standard 
condition received Self-Directed Teen Triple P, a 
10-module self-directed program comprising a 
Teen Triple P Self-Help Workbook (Ralph & 
Sanders, in press) and Every Parent’s Guide to 
Teenagers video (Ralph & Sanders, 2001). The 
self-directed workbook is designed to help 
parents gain the necessary skills and information 
needed to practise positive parenting. It involves 
parents reading and undertaking associated 
exercises to help the family use the suggested 
strategies. The Every Parent’s Guide to 
Teenagers video provides a general overview of 
positive approaches to parenting with step-by-
step explanations and demonstrations of a 
variety of parenting strategies. 
Enhanced condition. In addition to the above 
materials, participants in the enhanced condition 
received a weekly telephone consultation at a 
mutually agreed upon time by a Teen Triple P 
trained clinical psychologist. The consultations 
were semi-structured to prompt parents to 
generalise strategies learned within a self-
regulatory framework and lasted between 5 and 
20 minutes, generally becoming shorter as 
parents progressed through the program and 
became more competent and confident in 
choosing appropriate strategies and 
implementing them. The therapist provided 
minimal prompts to encourage the parent to 
solve the problems by reflecting back on the 
strategies learned. Ten weeks after families 
received the program materials and a further 3 
months later, families in the standard and 
enhanced conditions were reassessed using the 
parent and adolescent report measures.  
Waitlist control condition. Families allocated to 
the waitlist condition received no contact from 
the research team and no treatment during the 
10-week waitlist period. At the end of the 
waitlist period they completed a second 
assessment questionnaire, then participated in 
the standard program.  
Self- Directed Teen Triple P program 
The Self-Directed Teen Triple P program 
involved presenting parents with 18 core skills 
for managing teenagers’ behaviour. The 
strategies fall into four key categories: 1) skills 
to improve parent-teenager relationships; 2) 
skills to increase desirable behaviour; 3) skills 
for teaching new behaviours and skills; and 4) 
skills for managing problem behaviour. In 
addition, parents were presented with a six-step 
routine for dealing with risky situations. These 
are covered in 10 weekly modules.  
The first three modules involve goal setting, 
increasing desirable behaviour and managing 
problem behaviour. The following three sessions 
are provided for parents to practice the strategies 
previously implemented, reviewing their 
effectiveness and making necessary refinements. 
Module 7 provides strategies for dealing with 
risky behaviour followed by two weeks to 
practice implementing the routines. Module 10 
involves reviewing progress over the course of 
the program, identifying strategies to maintain 
improvements over time and setting further goals 
for change. 
Treatment integrity 
One practitioner completed all telephone 
consultations. The therapist was a post-graduate 
psychologist who had undergone extensive 
supervision and clinical training in the delivery 
of Teen Triple P interventions and met 
accreditation requirements for Teen Triple P. 
Telephone consultations were conducted using 
the Teen Triple P telephone consultation format 
that is detailed in the facilitator’s manual for 
conducting Teen Triple P groups (Sanders & 
Ralph, 2002). Consultation checklists were 
utilised to ensure treatment integrity and reduce 
protocol drift during the trial. 
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Statistical analyses 
To have an 85% chance of detecting a significant 
(at the two-tailed 5% level) medium effect size 
(0.5), 16 families were required in each group 
(48 families in total). Short-term intervention 
effects were analysed using a series of three-
group (Enhanced vs. Standard vs. Waitlist) 
MANCOVAs and ANCOVAs with pre-
intervention scores entered as covariates to 
control for variability at pre-test and post-
intervention scores as dependent variables. 
MANCOVAs were conducted on each set of 
conceptually related dependent variables: 
adolescent behavior (SDQ); parenting style (PS); 
and parental affect (DASS) followed by 
ANCOVAs for variables with significant 
multivariate effects. The level of significance for 
these analyses was established by using a family-
wise modified Bonferroni correction in which 
the p-value of .05 is divided by the number of 
measures in the group of measures. An 
ANCOVA was used to analyse parent-adolescent 
conflict (CBQ-A). Significant effects were 
examined using pairwise comparisons (t 
statistics). Analyses of long-term intervention 
effects consisted of 2 (condition: Enhanced vs. 
Standard) x 2 (time: post-intervention and 
follow-up) repeated measures MANCOVAs or 
ANCOVA.  
Results
Flow of participants 
Overall, there was a high retention rate at post-
intervention, with 41 of the original 51 (80.4%) 
parents completing post-assessment. Five 
families withdrew from the program shortly after 
randomisation (two from the enhanced, one from 
the standard, and two from the waitlist 
condition) because of unexpected family crises 
involving death or serious illness in the family. 
An additional five families failed to complete 
post-assessment questionnaires, two from the 
enhanced condition and three from the standard 
condition, resulting in an attrition rate of 19.6%. 
This is favourable compared with attrition rates 
in the literature of up to 75% for child and 
family therapy (Kazdin, 1990) with a mean of 
46.9% (Wierzbicki & Pekarik, 1993). Chi-square 
analyses confirmed that there was no significant 
difference in attrition rates across conditions, 2 
= .55, df, = 2, p > .05. A lower retention rate was 
achieved at follow-up, with 22 of the original 35 
families (62.9%) in the two intervention 
conditions completing follow-up assessment. 
There was no significant differential attrition 
between conditions, 2 = .80, df = 2, p > .05. A 
series of one-way univariate ANOVAs was 
performed across all dependent measures at pre-
intervention to examine for systematic attrition 
based on parent or adolescent functioning. 
Parents who did not complete post-assessment 
reported that their adolescent’s behaviour had a 
greater impact on the teenager at pre-assessment, 
as measured by the SDQ impact score, F (1, 70) 
= 4.01, p < .05. On all other dependent measures 
at pre-assessment, there were no significant 
differences between families who completed 
post-assessment from those who did not.  
Participant characteristics 
Demographic characteristics of the families who 
participated are summarised in Tables 1 and 2. 
There were considerably more male (60.8%) 
than female adolescents in the sample. Grade 8 
students comprised 64.7% of the sample. The 
overwhelming majority of parents who agreed to 
participate in the research were women (94%). 
Parents were predominantly married or living 
together (74.5%). Two thirds of mothers (66.7%) 
had post-secondary education qualifications 
whilst the education level of fathers was more 
varied with fewer than half having post-
secondary education qualifications. The majority 
of fathers were employed (89.7%), working an 
average of 41.32 (SD = 15.35) hours per week. 
Two thirds of the mothers were employed 
(67.3%), and these mothers worked an average 
of 17.44 (SD = 15.50) hours per week. Eighty-
two percent (42 families) of the sample lived in a 
highly accessible geographic location with 
relatively unrestricted access, as measured by the 
Accessibility/Remoteness Index for Australia 
(ARIA: Department of Health and Aged Care, 
2001), 6% (3 families) lived in accessible 
locations with some restrictions to access, 10% 
(5 families) lived in moderately accessible 
locations with significantly restricted access, and 
2% (1 family) of the sample lived in a very 
remote location with very little accessibility to 
goods or services.  
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Table 1. Demographic characteristics of sample: Means and standard deviations 
 Enhanced





Variable M SD M SD M SD
Child’s age (years) 12.41 0.62 12.22 0.43 12.19 0.57
Mother’s age (years) 43.21 5.44 41.92 4.61 40.79 3.81
Father’s age (years) 46.17 7.48 43.46 5.19 44.43 6.36
Family size 3.82 .95 4.17 0.86 4.56 1.03
Weekly hours worked 
  Fathers 43.07 8.77 43.64 16.36 35.70 18.33
  Mothers 21.92 15.25 14.83 16.11 18.79 14.07
 
 
Table 2. Demographic characteristics of sample: Frequencies 
 Enhanced
(n = 17) 
Standard
(n = 18) 
Waitlist 
(n = 16) 
 
Variable n % n % n % 2
Child’s gender 0.25ns
  Male 11 64.7 11 61.1 9 56.3
  Female 6 35.3 7 38.9 7 43.8
Mother’s education 8.58ns
  10 or 11 years 3 17.6 1 5.9 3 18.7
  12 years 2 11.8 3 17.6 3 18.7
  Trade/apprenticeship 0 0.0 0 0.0 1 6.3
  TAFE/College Certificate 5 29.4 7 41.2 7 43.8
  Tertiary 7 41.2 6 35.3 2 12.5
Father’s education 8.29ns
  Less than 10 years  0 0.0 0 0.0 1 7.1
  12 years 2 15.4 2 15.4 2 14.3
  Trade/apprenticeship 2 15.4 6 46.1 4 28.6
  TAFE/College Certificate 2 15.4 3 23.1 3 21.4
  Tertiary 7 53.8 2 15.4 4 28.6
Martial status 6.88ns
  Single/never married 1 5.9 1 5.6 1 6.3
  Married/defacto 12 70.6 12 66.6 14 87.5
  Separated/divorced 4 23.5 3 16.7 0 0.0
  Widowed 0 0.0 2 11.1 1 6.3
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Table 3. Short-term intervention effects for the Enhanced, Standard and Waitlist conditions 
 Enhanced Standard Waitlist    
 Pre Post Pre Post Pre Post    
Measure M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) ANCOVA p d* 
SDQ (n=13) (n=14) (n=14) F (2, 35)
  Difficulties 12.29 (7.05) 7.69 (3.61) 12.94 (7.06) 10.71 (6.35) 11.69 (5.95) 11.71 (6.81) 8.49 <.01 .74
  Impact 2.36 (1.69) 0.46 (0.97) 2.00 (1.27) 1.29 (1.54) 2.38 (2.22) 1.79 (1.67) 6.49 <.01 .96
  Burden 1.57 (0.94) 0.62 (0.65) 1.82 (0.88) 1.43 (1.09) 1.54 (0.78) 1.43 (0.76) 4.75 .015 1.14
CBQ-A (n=12) (n=11) (n=13) F (2, 32) 
 2.88 (3.18) 2.43 (2.64) 5.22 (5.54) 4.05 (3.56) 5.55 (5.32) 3.51 (5.32) .14 .87 .26
PSA (n=13) (n=14) (n=14) F (2, 36) 
  Laxness 2.76 (0.78) 2.44 (0.52) 3.13 (1.04) 2.63 (1.17) 3.03 (0.88) 2.88 (0.92) 2.06 .14 .58
  Over-reactivity 3.96 (0.98) 2.96 (0.95) 4.63 (0.88) 3.72 (1.23) 4.28 (1.01) 4.13 (0.86) 4.10 .03 1.12
DASS (n=11) (n=14) (n=13) F (2, 32) 
  Depression 6.13 (9.43) 3.38 (3.86) 8.89 (9.06) 6.43 (10.11) 5.63 (7.24) 4.57 (4.26) .38 .68 .29
  Anxiety 5.50 (7.02) 3.67 (3.14) 2.82 (3.75) 3.14  4.42) 2.00 (2.73) 2.31 (4.39) .16 .85 .35
  Stress 12.50 (7.61) 6.62 (6.08) 14.89 (9.11) 11.71 (11.03) 11.07 (6.96) 10.71 (8.02) 2.09 .14 .57
Note. Pre = pre-intervention; Post = post-intervention; F = ANCOVA univariate effect for condition; SDQ = Strengths and Difficulties 
Questionnaire; CBQ-A = Conflict Behavior Questionnaire – Adolescent report; PSA = Parenting Scale - Adolescent; DASS = Depression
Anxiety Stress Scales; *effect size comparing enhanced versus waitlist groups.  
Short-term intervention effects 
Table 3 contains the means, standard deviations 
and univariate F values for parent-report 
measure of adolescent functioning, parenting 
style, parental adjustment and adolescent reports 
of adolescent-parent conflict at pre- and post-
intervention. Table 4 contains the t statistics for 
pairwise comparisons for all significant 
univariate effects. 
The total difficulties experienced by adolescents, 
as measured by the SDQ, were in the upper 
range of normal across all conditions at pre-
assessment. Using parent reports on the SDQ, a 
significant intervention effect was found for 
adolescent behaviour, F (6, 66) = 3.00, p < .05, 
indicating that there were significant 
intervention effects across groups. Univariate 
ANCOVAs indicated effects for total 
difficulties, impact, and burden subscales. 
Pairwise comparisons showed that adolescents in 
the enhanced condition had significantly fewer 
total difficulties following intervention than the 
standard and waitlist conditions. On the impact 
scale, there were no significant differences 
between the intervention conditions but each was 
significantly lower than the waitlist condition. 
On the burden subscale, there was a tiered effect 
with the enhanced condition being significantly 
different from the waitlist condition, but the 
standard group not being significantly different 
from either the enhanced or waitlist conditions. 
There were no significant differences between 
the standard and waitlist conditions on measures 
of adolescent behaviour. A univariate ANCOVA 
revealed no significant condition effect for 
adolescent reports of conflict with parents on the 
CBQ-A, F (2, 32) = .14, p > .05.  
 7 
Stallman & Ralph 
Table 4. Pairwise comparisons of short-term 
intervention effects: Adolescent behaviour (SDQ) and 
parenting style (PSA) 













  Difficulties -4.07*** -1.35 - 2.52* 
  Impact -3.58** -2.03* -1.38
  Burden -3.08** -1.44 -1.49
PSA 
  Over-reactivity -2.54* -1.57 -.97
*p < .05. ** p < .01. *** p < .001. 
At pre-intervention, the means for parents across 
all conditions on parenting style were in the 
clinical range. A significant multivariate effect 
for condition was found at post-assessment for 
parenting style, F (4, 70) = 2.51, p < .05. 
Univariate ANCOVAs for parenting style 
indicated a significant intervention effect for 
parental over-reactivity. Pairwise comparisons 
indicate that the enhanced group had 
significantly less over-reactive parenting 
practices compared with the waitlist at post-
assessment.  
Parents in this sample reported symptoms of 
depression, anxiety and stress, as measured by 
the DASS, within the normal range prior to 
participating in the program. No significant 
intervention effect was found for parental report 
of personal depression, anxiety or stress at post-
intervention, F (6, 58) = .49, p > .05. Table 3 
provides details of the means and standard 
deviations for the DASS subscales. 
Clinical significance of change 
Published clinical cut-offs were used for each 
questionnaire. Significantly more parents in the 
enhanced condition moved from the clinical to 
the non-clinical range at post-intervention 
compared to the standard and waitlist conditions 
on the SDQ Total difficulties score (2 = 7.54, df 
= 2, p < .05). At follow-up, there were no 
adolescents from the enhanced condition in the 
clinical or borderline ranges as measured by the 
total difficulties score on the SDQ compared 
with five adolescents in the standard condition. 
The difference for the Impact scale approached 
significance (2 = 7.79, df = 2, p = .05). 
Similarly, on the over-reactivity subscale of the 
PSA, the enhanced condition showed 
significantly higher levels of clinical change at 
post-intervention compared to either the standard 
or waitlist conditions (2 = 8.23, df = 4, p < .05).
Intent-to-treat analyses 
In order not to over-estimate potential outcomes, 
intent-to-treat analyses were conducted including 
all clients present at the time of randomisation, 
regardless of intervention completion. Where 
post-assessment data were not available (due to 
attrition), original pre-intervention scores were 
substituted. Intent-to-treat analyses were only 
conducted when the original analyses on 
completers were significant. MANCOVAs and 
an ANCOVA, with pairwise comparisons for 
significant results, were conducted only for 
significant results in the main analyses, that is, 
adolescent behaviour and over-reactive parenting 
style. A significant intervention effect was found 
for adolescent behaviour problems, F (6, 40) = 
3.57, p < .01, indicating that there are significant 
condition effects of treatment across groups. 
Univariate ANCOVAs indicated significant 
effects for SDQ Total difficulties, F (2, 22) = 
11.00, p < .01; Impact, F (2, 22) = 7.67, p < .01; 
and Burden scores, F (2, 22) = 5.06, p < .05. 
Pairwise comparisons indicated that for all scales 
of the SDQ the enhanced group had significantly 
fewer problem behaviours than either the 
standard or waitlist groups, but there was no 
significant difference between the waitlist and 
standard groups. A univariate ANCOVA 
indicated that there was a significant intervention 
effect for parenting style, F (2, 45) = 2.49, p < 
.05. Pairwise comparisons confirmed that parents 
in the enhanced group used less over-reactive 
parenting strategies than those in the standard or 
waitlist groups. 
Maintenance effects 
Maintenance effects were assessed using 
repeated measures MANCOVAs, and ANCOVA 
using two time periods (post-intervention and 
follow-up) for the two intervention groups. Table 
5 contains the means and standard deviations for 
parent-report measures of adolescent 
functioning, parenting style, parental adjustment, 
and adolescent reports of adolescent-parent 
conflict at post-intervention and 3-month follow-
up.  
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Table 5. Maintenance effects for the Enhanced and Standard conditions 










Measure M (SD) M (SD) M (SD) M (SD) d
SDQ (n=11) (n=11)
  Difficulties 6.75 (3.80) 6.18 (3.37) 9.00 (4.87) 10.26 (6.10) .83
  Impact 0.38 (1.06) 0.18 (0.60) 1.22 (1.56) 1.55 (1.64) 1.11
  Burden 0.50 (0.54) 0.55 (0.52) 1.33 (1.00) 1.64 (1.12) 1.25
CBQ-A (n=11) (n=11)
2.36 (2.44) 2.67 (3.77) 3.17 (2.67) 5.67 (5.55) .63
PSA (n=11) (n=11)
  Laxness 2.36 (0.53) 2.29 (0.55) 2.39 (0.80) 2.36 (0.75) .11
  Over-reactivity 3.00 (1.03) 3.03 (0.87) 3.74 (1.11) 4.03 (0.92) 1.12
DASS (n=11) (n=11)
  Depression 2.73 (3.61) 1.82 (2.60) 4.73 (7.00) 6.36 (4.63) 1.21
  Anxiety 1.65 (2.93) 1.64 (2.50) 2.18 (3.28) 2.18 (3.84) .17
  Stress 6.00 (6.45) 8.18 (5.83) 11.27(10.21) 11.09 (6.83) .46
Note. SDQ = Strengths and Difficulties Questionnaire; CBQ–A = Conflict Behavior Questionnaire – Adolescent report; PSA = 
Parenting Scale - Adolescent; DASS = Depression Anxiety Stress Scales. 
 
There were no significant multivariate time 
effects for adolescent behaviour, F (3, 18) = 
0.89, p > .05, parenting style, F (2, 19) = 0.56, p 
> .05, or parental adjustment, F (2, 18) = 0.84, p 
> .05. There were also no time-by-condition 
interaction effects, (F (3, 18) = .61, p > .05, F (2, 
19) = .68, p > .05, F (3, 8) = 1.67, p > .05, and F 
(3, 18) = .16, p > .05, respectively, suggesting a 
maintenance effect over the 3-month period. 
Similarly, no time effect was found for 
adolescent report of conflict with parents using a 
repeated-measures ANOVA, F (1, 16) = 2.41, p 
> .05 or time-by-condition interaction effect, F 
(1, 16) = 1.46, p > .05.  
Consumer satisfaction 
A total satisfaction score was obtained by 
summing all Likert-type items (on a 7-point 
scale with 7 being very satisfied), except item 8, 
on the Client Satisfaction Questionnaire. Item 8 
assesses improvement in the participant’s marital 
relationship, which is not applicable to single 
parents and therefore distorts the overall score. 
The maximum total satisfaction score was 84 
and the minimum was 12. An ANOVA 
demonstrated a significant condition effect, F (1, 
23) = 7.82, p < .01 for satisfaction. Participants 
in the enhanced condition (M = 5.60, SD = 1.09) 
were significantly more satisfied across all areas 
of the program than participants in the standard 
group (M = 4.43, SD = 1.01).  
A Pearson’s correlation showed that satisfaction 
was moderately correlated with the number of 
modules completed, r = .50, p < .01. An 
ANCOVA was then performed with the number 
of modules completed used as a covariate to 
control for program participation, resulting in no 
condition effect, F (2, 21) = .38, p > .05. 
Conditions were not significantly different from 
each other in program satisfaction when program 
participation was controlled for. It was the 
amount of program participation that predicted 
satisfaction, and since participants in the 
enhanced condition on average completed more 
modules, they generally felt more satisfied with 
the program. 
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Discussion
The results of this study provide preliminary 
support for the efficacy of a self-directed 
parenting intervention with minimal therapist 
support to address behavioural concerns and 
parenting practices of parents of early 
adolescents. There were significant short-term 
intervention effects for the enhanced condition in 
terms of parent-reported adolescent behaviour 
and changes in parenting style and the results 
were confirmed by the more conservative intent-
to-treat analyses. These intervention effects were 
clinically significant with parents in the 
enhanced condition reporting greater clinically 
meaningful change, moving into the non-clinical 
range post-intervention. The results for the 
standard condition on adolescent behaviour 
suggested a tiered effect, with the standard group 
being different from the enhanced group on total 
difficulties, but different from the waitlist 
condition on impact and not significantly 
different from either group on burden of problem 
behaviour and parental over-reactivity. There 
were no short-term intervention effects for 
parental adjustment, which may be the result of 
either floor effects at pre-intervention or the 
strength of the intervention being too mild to 
effect change in this domain. The results suggest 
that the intervention effects for adolescent 
behaviour and parenting style were maintained 
over the time. Finally, while parents in both 
conditions reported high levels of program 
satisfaction, parents in the enhanced group were 
more satisfied with the program than those in the 
standard program. 
Overall, participants were satisfied with both 
programs. However, those in the enhanced 
condition reported significantly higher levels of 
satisfaction than those in the standard condition. 
An interesting finding was that the satisfaction 
ratings of each condition did not differ from each 
other on program satisfaction when program 
participation was controlled for, once again 
highlighting the function telephone consultations 
may serve in a self-directed intervention model. 
Significantly more parents in the enhanced group 
completed the program than parents in the 
standard group. Left on their own to complete a 
self-directed program, many parents (80% of the 
standard group in this study) failed to get 
through the material in the allotted time. This 
finding is consistent with that of Bauman, 
Foshee et al. (2001) who found that it took 
parents an average of six months to complete 
four program booklets. However, the regular 
weekly structured telephone consultations used 
with the enhanced version of Teen Triple P 
resulted in more timely completion and less 
therapist intervention, for example compared 
with a median of 34 phone calls to parents in the 
Bauman, Foshee et al. (2001) study. A structured 
and timely telephone consultation schedule 
seems to be effective in optimising program 
completion. These findings suggest that 
telephone support may enhance motivation, 
enabling parents to complete the program. 
Completing the program leads to better 
outcomes thereby resulting in greater program 
satisfaction.  
The finding that parents who did not complete 
the program reported higher scores of the impact 
the problem behaviour was having on their 
adolescent at pre-intervention supports fitting a 
self-directed intervention within a multilevel 
intervention system such as Triple P. Self-
directed is a less intense intervention and is 
therefore probably not suitable for some families 
where their problems may be causing more 
distress and a more intense intervention would 
be more suitable. 
The results of this study are consistent with 
Connell et al. (1997) who demonstrated that self-
directed Triple P with minimal therapist contact 
was useful in reducing disruptive and 
oppositional behaviour in young children. The 
variance of the effects for the standard condition 
in this study is likely to be the result of a lack of 
statistical power and this certainly warrants a 
larger scale evaluation.  
On average, adolescents in this sample reported 
conflict with their parents in the non-distressed 
range at pre-treatment, which may have led to 
floor effects. This is consistent with parent 
reports of child behaviour problems not being in 
the clinical range and reflective of still intact 
parent-child relationships. The aim of this 
prevention/early intervention was to enhance 
parenting competencies to prevent escalation of 
adolescent behavioural and emotional problems 
and negative impacts on the parent/child 
relationship. 
There are a number of limitations that need to be 
considered in interpreting these findings. Firstly, 
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the sample is drawn from the general population 
which consisted of families in both clinical and 
non-clinical ranges, which limits the 
generalisability of the findings to a clinical 
population. However, the findings support self-
directed interventions as part of a multi-level 
intervention model, suitable for parents who 
report some concerns about their adolescent’s 
behaviour and to prevent the development of 
behavioural and emotional difficulties during 
early adolescence. Secondly, the follow-up 
period for this study was a modest three months. 
While it suggests that the intervention effects 
were sustainable after the program was 
completed, further research is needed to assess 
the long-term effects of a self-directed 
intervention to prevent serious adolescent 
behavioural and emotional problems. Finally, the 
small sample size restricts the power of this 
study to find small effects on variables. This is a 
consistent problem when recruiting parents of 
adolescents in intervention and further research 
around engagement of this population is 
warranted. The encouraging results from this 
study provide impetus for a larger-scale 
evaluation of the efficacy and effectiveness of 
self-directed Teen Triple P. 
The results of this preliminary study suggest that 
weekly telephone consultations contribute to 
program completion. A key feature of telephone 
consultations may be to provide the support 
necessary to keep parents focused on the 
program. A significant part of this may be that 
the consultations provide an opportunity for 
parents to problem solve areas of difficulty both 
with implementing the program and prioritising 
their life so they can do the program, which may 
otherwise lead to them evaluating the program 
negatively and giving up. Brief telephone 
consultations may therefore contribute to self-
efficacy of parents. This research suggests that 
self-directed Teen Triple P with brief telephone 
support may be an effective early intervention 
for adolescents demonstrating some emotional or 
behavioural problems. Further research is needed 
to establish the efficacy of the intervention with 
a clinical population and as part of a multilevel 
system of parenting and family support as an 
accessible, high quality, low-cost prevention 
strategy to enhance competent parenting of 
adolescents. 
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